contributors towards the onset and maintenance of eating psychopathology (Stice & Shaw, 2002) . Within the trans literature, Ålgars, Alanko, Santtila, and Sandnabba (2012) discuss the role of eating restriction in trans women as a way to strive for thinness in order to suppress features of their birth sex or to accentuate features of their desired gender. In addition, trans women may internalise the message portrayed by the western media that thin is beautiful . The internalisation of this message is thought to be a risk factor for the development of disordered eating in cisgender (non-trans) women (Kroon Van Diest & Perez, 2013; Witcomb, Arcelus, & Chen, 2013) and therefore it may put trans women at a particular risk for developing disordered eating (e.g., Ålgars, Santtila, & Sandnabba, 2010) .
To date, the literature suggests that body dissatisfaction plays a prominent role in gender dysphoria, and in some cases body dissatisfaction appears to be a risk factor for the development of disordered eating. To the authors' knowledge, there has been no systematic review of the available literature pertaining to trans people, body dissatisfaction and disordered eating. Such a review will likely highlight important implications for clinicians working with trans people. In light of this, the aim is to critically and systematically review the available literature examining body dissatisfaction or disordered eating in a trans population, and also the literature pertaining to how body dissatisfaction and disordered eating are related in trans people.
Method

Inclusion and exclusion criteria
Articles selected were those that explored body dissatisfaction and/or disorder eating in trans people, as well as articles that explored how body dissatisfaction and disordered eating are related in trans individuals. Articles that may have not explored body dissatisfaction and/or disordered eating as a main outcome, but included a measure of body dissatisfaction and/or disordered eating, were included. Peer reviewed studies that were written in English, Spanish or Dutch languages were considered eligible. Studies were excluded if they were a case study or if they recruited participants who were intersex (i.e., people in which development of chromosomal, gonadal, or anatomical sex is atypical).
Search strategy
The PRISMA guidelines (Moher, Liberati, Tetzlaff, & Altman, 2010) were followed to undertake this review. An electronic literature search was conducted using Web of Science, PubMed and PsychInfo search engines. The searches included papers published from 1966 to April 2015. To obtain potentially relevant papers the following search terms were used in relation to trans people: gender dysphoria, gender identity disorder, transgender, transsexual,
LGBT. Within each search engine, these terms were combined with terms relating to disordered eating using the "AND" operator: Anorexia Nervosa, Bulimia Nervosa, disordered eating, Eating Disorders not Otherwise Specified, eating concerns, eating problems.
Additionally, the trans terms were combined (using "AND") with body image terms: body image, body uneasiness, body dissatisfaction, body satisfaction. The reference lists of relevant papers were also searched to identify any additional papers and corresponding authors were contacted for unpublished data.
Article selection
Seventy-four publications were identified from the literature search as being potentially relevant to the aims of this review (see Figure 1 ). Of these papers, 47 related to body image and trans people, 19 related to eating disorders and trans people, and eight related to body image, eating disorders and trans people. After screening the abstracts of these articles, 45
were excluded as they were a dissertation, conference paper, case study, or included participants who were intersex. Twenty-nine papers were then downloaded and, after full text review, 26 papers were included, all of which were peer reviewed and written in English (see Figure 1 ).
Insert Figure 1 around here
Quality assessment
To determine the methodological quality of the studies included in this review, the National Institute of Health and Clinical Excellence (NICE, 2007) checklists for cohort studies and qualitative studies were utilised (see Table 1 ). To complement the NICE (2007) checklist, Gilbert's (2009) checklist for assessing cross-sectional studies was also employed as there are no NICE guidelines for studies using this methodology (see Table 1 ). The NICE (2007) and Gilbert (2009) guidelines were consulted for each study in turn and each criterion was rated as: well covered, adequately covered, poorly covered, not addressed, not reported, or not applicable. Additionally, each study was rated using NICE (2007) guidelines from good quality (++) (when most of the criteria have been satisfied), reasonable quality (+) (when some of the criteria have been satisfied), or poor quality (-) (when few or no criteria have been satisfied) (see Supplementary Table A ). Based on the NICE (2007) and Gilbert (2009) guidelines, most studies (n=17) were rated poor quality (-) . Most studies failed to recruit a representative sample as most samples were consecutive referrals to a gender clinic or recruited through a LGBT organisation. The majority of studies provided good coverage of the inclusion/exclusion criteria and sample characteristics which aided the interpretation of findings.
Insert Tables 1 around here
Results
What follows is a presentation of the findings from the studies included within this systematic review. Study characteristics will be explored and, following this, studies exploring firstly body dissatisfaction in a trans population, secondly disordered eating in a trans population, and lastly body dissatisfaction and disordered eating in a trans population will be discussed.
At the start of each section, the measures employed to assess these constructs will be outlined.
A summary of all the studies included within this review can be found in Table 2 .
Insert Table 2 here
Study characteristics
The oldest paper was published in 1975 (Lindgren & Pauly, 1975) and the newest papers were published in 2015 (Becker et al., 2015; Colizzi, Costa, & Todarello, 2015; . Out of the 26 papers which met the criteria for inclusion in this review, 18 explored the prevalence of body image in a trans population Becker et al., 2015; Bozkurt et al., 2006; Colizzi et al., 2015; De Vries et al., 2011 Fisher et al., 2013 Fisher et al., , 2014 Fleming, MacGowan, Robinson, Spitz, & Salt, 1982; Kozee, Tylka, & Bauerband, 2012; Kraemer, Delsignore, Schnyder, & Hepp, 2007; Lai, Chiu, Gadow, Gau, & Hwu, 2010; Lindgren & Pauly, 1975; Marone, Lacoella, Cecchini & Ravenna, 1998; Pauly & Lindgren, 1976; Smith, Van Goozen, Kuiper, & Cohen-Kettenis, 2005; Steensma, McGuire, Kreukels, Beekman, & Cohen-Kettenis, 2013; Wolfradt & Neumann, 2001) . Three studies explored disordered eating in trans individuals (Ålgars et al., 2012; Khoosal, Langham, Palmer, Terry, & Minajagi, 2009; Silverstein, Carpman, Perlick, & Perdue, 1990) . Five papers related to both disordered eating and body image and explored the prevalence of these constructs (Ålgars et al., 2010; Cella, Iannaccone, & Cotrufo, 2013; Witcomb et al., 2015; Vocks, Stahn, Loenser, & Legenbauer, 2009; Wiseman & Moradi, 2010) . It is important to note that the studies included within the review that examined eating psychopathology did not explore clinically significant eating disorders because diagnostic tools were not employed.
In relation to the methodology of these studies, the majority were cross-sectional. This type of research design is limiting because cause and effect cannot be determined. A longitudinal research design can be employed to determine cause and effect and five studies included in this review employed this type of design (De Vries et al., 2011 Khoosal et al., 2009; Smith et al., 2005; Steensma et al., 2013) . Only one study employed an experimental research design (Marone et al., 1998) . Of the 26 studies, only eight had a control group Becker et al., 2015; Bozkurt et al., 2006; Fleming et al., 1982; Pauly & Lindgren, 1976; Vocks et al., 2009; Wolfradt & Neumann, 2001; Witcomb et al., 2015) . For four of these studies, their control group included participants from the general population (i.e., they did not have a diagnosis of Gender Dysphoria) (Becker et al., 2015; Fleming et al., 1982; Pauly & Lindgren, 1976; Wolfradt & Neumann, 2001) . Three studies compared data from a trans population to a cisgender population and to an eating disorder control group Vocks et al., 2009; Witcomb et al., 2015) and one study compared to a homosexual and cisgender control group (Bozkurt et al., 2006) . Fourteen studies obtained an official DSM or ICD diagnosis which was determined by a clinician or a self-report measure Becker et al., 2015; Bozkurt et al., 2006; Colizzi et al., 2015; De Vries et al., 2011 Fisher et al., 2013 Khoosal et al., 2009; Kraemer et al., 2007; Lai et al., 2010; Smith et al., 2005; Steensma et al., 2013; Witcomb et al., 2015) . In relation to sample size of trans participants, 12 studies had 100 or more trans participants, seven studies had 50-100 trans participants, and nine studies had fewer than 50 trans participants.
Body dissatisfaction in trans people
Body dissatisfaction in trans people: Measures used
Ten different measures were used by studies considered in this review to assess body image.
Some papers employed more than one measure to assess their outcomes.
• Body Image Scale (BIS) (Lindgren & Pauly, 1975) : This was the most frequently employed body image measure which was used in six of the studies within this review (De Vries et al., 2014 , 2011 Lindgren & Pauly, 1975; Pauly & Lindgren, 1976; Smith et al., 2005; Steensma et al., 2013) . The BIS was developed specifically for assessing body image in trans people. It lists 30 body parts and the individual has to rate on a five-point satisfaction scale each body part and whether they may want this feature to be altered through medical or surgical treatment. The higher the score, the more body dissatisfaction reported.
• Body Uneasiness Test (BUT) (Cuzzolaro & Vetrone, 2006) : This was employed by five studies in this review Cella et al., 2013; Colizzi et al., 2015; Fisher et al., 2013 Fisher et al., , 2014 . The measure has two parts: part A which measures weight phobia, body image concerns, avoidance, compulsive self-monitoring, detachment and depersonalisation; and part B which assesses worries about specific body parts (e.g., "I would do anything to change some parts of my body"). A high score indicates a higher level of body uneasiness. The BUT was developed and evaluated with an eating disorder population.
• Body-Cathexis scale (Secord & Jourard, 1953) : This measure was employed by two studies reported on within this review (Bozkurt et al., 2006; Fleming et al., 1982) and was developed with a US college population. It assesses the strength and direction of feeling which the individual has about each part or function of their body and also includes 55 items that represent the various conceptual aspects of the self. Participants are asked to choose one of five responses (e.g., 1= Have strong feelings and wish change could somehow be made, 5= Consider myself fortunate). A high scores indicates that an individual is more anxious about their body.
• Body Checking Questionnaire (Reas, Whisenhunt, Netemeyer, & Williamson, 2002) :
This tool was employed by Vocks et al. (2009) . It has three subscales: checking related to overall appearance, checking of specific body parts, and idiosyncratic checking rituals. A higher score indicates more intense body dissatisfaction. It was developed with an eating disorder population and US college women.
• Body Image Measure (FBek) (Strauβ & Richter-Appelt, 1996) : This was employed by Kraemer et al. (2007) and is recommended for use with psychiatric and psychosomatic disorders and for assessing body image concepts under sexological considerations. It is a multidimensional body self-relation questionnaire and has three subscales; insecurity/concern (e.g., "My body does whatever it wants"), attractiveness/self-confidence (e.g., "I am satisfied with my body weight and body height"), and accentuation of body appearance (e.g., "My appearance is important to me"). A high score indicates more body image concerns.
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• Objectified Body Consciousness scale (OBC) (McKinley & Hyde, 1996) : This was employed by Wiseman and Moradi (2010) and has three subscales; body surveillance, body shame and appearance control beliefs. A high score on the OBC would indicate a more negative body experience. It was developed and validated with a non-clinical, female population.
• Drive for Muscularity Scale (McCreary & Sasse, 2000) : This measures attitudes and behaviour regarding one's looks and muscularity (e.g., "I think that my arms are not muscular enough") was employed by Vocks et al. (2009) . Higher scores indicate a greater drive for muscularity.
• Body Image Questionnaire (BIQ) (Clement & Löwe, 1996) : This measure was employed by Wolfradt and Neumann (2001) and assesses 'the dynamic body image' (e.g., "I feel very fit") and 'rejected body image' (e.g., "My body often annoys me").
Higher scores are related to a more negative body image.
• Hamburg Body Drawing Scale (Appelt & Strauss, 1988) : This was employed by Becker et al. (2015) and Witcomb et al. (2015) . This tool is a pictorial measure that assesses 33 different body parts in relation to body (dis)satisfaction and has recently been validated with a trans population (Becker et al., 2015) . A higher score indicates higher levels of body dissatisfaction.
• Transgender Congruence Scale: This was developed and employed by Kozee et al.
(2012) has two subscales; 'Gender Identity Acceptance' and 'Appearance Congruence' (e.g., the degree to which a trans person perceives their external appearance to represented their gender identity). A higher score is related to body satisfaction. It was developed and empirically tested with a trans population.
Body dissatisfaction in trans people: Review of the studies
Eighteen studies identified in this review addressed gender dysphoria and body image without looking into disordered eating (see Table 2 ). The findings appear to suggest that lower transgender congruence between external presentation and internal self is related to lower levels of body satisfaction (Kozee et al., 2012) . This low level of body satisfaction is not thought to be found within cisgender populations. As an example, Steensma et al. (2013) recruited trans individuals who met all or some of the criteria for Gender Dysphoria (DSM-IV) during childhood and followed them up in adolescence. They found that those who reapplied to the gender clinic in adolescence (n=47) reported more body dissatisfaction in comparison to those who did not reapply (n=80) (it was presumed that their gender dysphoria had desisted). These findings suggest that body image is related to gender dysphoria although it must be considered that not all participants met all the DSM-IV criteria.
Body dissatisfaction may be experienced in relation to specific body parts. Marone et al. (1998) were the first to explore body dissatisfaction in a trans population and found a gender difference in relation to eye gaze for specific body parts. Both trans males and females gazed at their feet for the shortest amount of time, indicating that they perceived less dissatisfaction regarding this body part. Trans females gazed longest at their whole body whereas trans males gazed longest at their chest, therefore suggesting that these body parts caused the most dissatisfaction. In comparison to trans males, trans females gazed at their genitals longer, suggesting they were more dissatisfied with these body parts than trans males. In support of these findings, trans females have been found to dislike more body parts than trans men . Recently, Becker et al. (2015) also found trans males to perceive body dissatisfaction regarding all female body parts, not just sex-specific body parts. In contrast, trans females reported being extremely dissatisfied with sex-specific body parts (e.g., body hair, genitals). They concluded that whist sexual reassignment (i.e., hormones and/or Sex Reassignment Surgery; SRS) may increase body satisfaction for a trans person, enhancing body image should also take a more holistic stance, paying more attention to the psychological component of body image. In contrast to these findings, Bozkurt et al. (2006) found that although there was some difference in body satisfaction with some parts of the body, body satisfaction did not significantly differ in homosexual people (n=36), trans females (n=52), and aged matched heterosexual cisgender people (n=72). They concluded that trans people experience similar levels of body dissatisfaction in comparison to homosexual and cisgender people.
The successfulness of gender dysphoria treatment in relieving body dissatisfaction suggests that body image plays a central role in gender dysphoria (Fleming et al., 1982; Kraemer et al., 2007; Lindgren & Pauly, 1975; Pauly & Lindgren, 1976; Smith et al., 2005; Wolfradt & Neumann, 2001) . Lindgren and Pauly (1975) and Pauly and Lindgren (1976) , who were the first to explore the effectiveness of gender dysphoria treatment, found that after sexual reassignment treatment (i.e., hormones and/or SRS), body dissatisfaction levels reduced in both trans females and males.
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To determine at what stage of treatment trans individuals become more or less satisfied with their bodies, De Vries et al. (2011) assessed trans people (n=70) at two different time points; once shortly after their first visit to the gender identity clinic (T0; mean age=13.65 years) and once shortly before starting CHT (T1; mean age=16.64 years). They found that between T0 and T1 (mean age=14.75 years), participants started puberty suppression (Gonadotrophinreleasing hormone agonists; GnRHa). GnRHa did not significantly reduce levels of body dissatisfaction between T0 and T1. Interestingly, between T0 and T1, natal females became more dissatisfied with their secondary and neutral sexual characteristics compared to males.
The authors concluded that body dissatisfaction only suppresses once trans individuals undergo CHT. However, it must be noted that the participants in this study were adolescents, a demographic for whom body dissatisfaction is more prevalent in comparison to other age groups (e.g., Tiggemann, 2004) although body dissatisfaction exists in women of all ages (Runfola et al., 2013) . De Vries et al. (2014) followed up this study with 55 trans individuals (from the original dataset) and with an additional time point, one year after SRS (T2). Body image concerns continued to remit after SRS for both primary and secondary sex characteristics. There was no significant difference for neutral body characteristics between T0 and T2. In combination, De Vries et al. 's (2014, 2011) studies suggest that body dissatisfaction only starts to remit after sexual reassignment, which appears to be in relation to sex-specific body parts. However, Fisher et al. (2014) suggested that it is not always necessary for trans people to undergo invasive treatment (i.e., SRS) to feel satisfied with their bodies. They found that when trans females received a cumulative dose of CHT, body uneasiness was relieved.
To put body dissatisfaction into context at different stages of treatment, Bandini et al. (2013) compared body image scores from 100 trans people with a DSM-IV GID diagnosis (50 without SRS and 50 with SRS), 88 eating disorder patients, and 107 controls. They found that in comparison to controls, trans individuals without SRS had higher levels of body uneasiness, similar to those with eating disorders. Additionally, trans individuals who had SRS reported body uneasiness levels that were not as low as controls, but they were lower than the trans people who had not had SRS and lower than the eating disorder participants' levels. This study's findings support the view that SRS relieves body uneasiness.
Gender dysphoria has been reported to co-occur with other disorders that affect body image. Lai et al. (2010) recruited 5010 first year University students, 225 of whom self-reported Gender Identity Disorder (GID), and found that body dysmorphic disorder (a condition included within DSM-5 that causes a person to have a distorted perception of their body and consequently feel anxious about their appearance) co-occurred with GID in trans males (40.8%) and females (35.2%). Levels of body dysmorphic disorder in participants that did not report GID were 15.2% and 20.2% in cisgender males and cisgender females, respectively. Colizzi et al. (2015) explored the comorbidity of dissociative disorder in trans patients.
Dissociative disorder is a DSM-5 condition that alters a person's sense of reality. People with this condition may feel their body is unreal and they may have different identities, and therefore it is thought to be similar to gender dysphoria (Colizzi et al., 2015) . Colizzi and colleagues found that trans patients with a dissociative disorder also reported higher levels of body uneasiness in comparison to trans patients who did not report a dissociative disorder. As a result of these findings the authors questioned whether body uneasiness is a genuine symptom of gender dysphoria or an expression of pathological dissociative experiences.
Dissociation may also be a result of gender dysphoria, in the sense that trans people may be unable to connect with their bodies.
The body image and gender dysphoria findings, when taken together, appear to indicate that there is an association between body dissatisfaction and gender dysphoria. Body image concerns appear to be core to the distress that trans individuals experience prior to gender dysphoria treatment, given the evidence which suggests that treatment appears to alleviate at least some of the unhappiness trans individuals experience in relation to their bodies.
Disordered eating in trans people
Disordered eating in trans people: Measures used
Three different disordered eating measures were employed by studies considered in this review.
• Eating Disorder Inventory version 1, 2 and 3 (EDI-1-2-3) (Garner, Olmstead, & Polivy, 1983; Garner, 1991; Garner, 2004) : This was the most frequently used measure, which was used four times by studies considered within this review (Ålgars et al., 2012; Cella et al., 2013; Khoosal et al., 2009; Witcomb et al., 2015) . This measure was developed for an eating disorder population and explores symptoms and psychological characteristics commonly related to eating disorders. The first three subscales (drive for thinness, bulimia and body dissatisfaction) relate to features of eating disorders. High scores indicate more disordered eating.
• Eating Attitude Test (EAT-26) (Garner & Olmsted, 1982) : This tool was employed twice by studies considered in this review (Ålgars et al., 2010; Wiseman & Moradi, 2010) . It assesses the cognitive, attitudinal and behavioural dimensions of eating behaviour. It has three subscales: dieting; bulimia and food preoccupation; and, oral control. High scores indicate more disordered eating.
• Eating Disorder Examination Questionnaire (EDE-Q) (Fairburn & Beglin, 1993) :
This was employed once by Vocks et al. (2009) . It assesses eating behaviour and weight concerns (e.g., Over the past 4 weeks, have you wanted your stomach to be empty?) and has four subscales: restraint, eating, shape and weight concern. Higher scores indicate higher levels of eating disorder psychopathology.
Disordered eating in Trans people: review of studies
It has been suggested that individuals diagnosed with Gender Dysphoria are also at risk of disordered eating (e.g., Ålgars et al., 2010) . Within this review, three studies explored the relationship between disordered eating and gender dysphoria (see Table 2 ). Silverstein et al. (1990) recruited 188 women at a University in the US. They found that women who reported a gender identity conflict were more likely to also report purging or frequent binging in comparison to the women in the study who did not report a conflicted gender identity.
However, this study did not establish whether participants who reported a gender identity conflict had an ICD or DSM diagnosis of Gender Dysphoria. Ålgars et al. (2012) also set out to explore disordered eating by measuring eating behaviour and cognitions in a trans population. They found that the majority of trans individuals reported current or past disordered eating in an attempt to suppress features of their biological gender or to accentuate features of their gender identity, although the trans participants did not report clinical levels of disordered eating on the EDI-3. These findings suggest that the participants were dissatisfied with their bodies as they were not congruent with their gender identity and so were engaging in disordered eating behaviours, potentially as a way to address this. A limitation of this study was the small sample size (n=20) and self-identification of being trans. Body dissatisfaction and disordered eating in trans people 14
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Body dissatisfaction and disordered eating in Trans people: review of the studies
So far, the literature appears to suggest that body dissatisfaction plays a key role in the development of disordered eating (Ålgars et al., 2012; Khoosal et al., 2009; Silverstein et al., 1990) . Within this review, five papers were identified which explored disordered eating as well as body image in trans people (see Table 2 ). Three of these studies found that the trans participants had higher levels of body dissatisfaction and disordered eating (e.g., bulimic behaviour) in comparison to cisgender populations (Ålgars et al., 2010; Vocks et al., 2009) and heterosexual and homosexual men and women (Cella et al., 2013) . In contrast, Wiseman and Moradi (2010) explored body image and disordered eating in a sexual minority population and found eating problems and body image concerns were rarely experienced.
However, only 2% of this sample identified themselves as trans and therefore these findings are unlikely to be representative of the trans population. Strengthening these findings, Witcomb et al. (2015) found levels of disordered eating and body dissatisfaction to be higher in trans (n=200) than cisgender people (n=200), suggesting trans may exhibit higher levels of disordered eating than controls. However, eating disorder patients (n=200) had significantly higher levels of disordered eating and body dissatisfaction in comparison to trans people.
The studies presented in this section appear to suggest that trans individuals do not have clinically significant eating disorders but may display disordered eating and body dissatisfaction, although empirical research into potential explanations as to why trans people may engage in disordered eating is sparse.
Discussion
The aim of this review was to critically and systematically review the available literature examining body dissatisfaction or disordered eating in a trans population, and also the literature pertaining to how body dissatisfaction and disordered eating are related in trans people. Overall this review found that body dissatisfaction is core to the distress of trans people which may put some people at risk for disordered eating.
Body dissatisfaction appears to be core to the distress trans people experience prior to gender dysphoria treatment. This is likely to be a result of the incongruence between biological assigned sex and gender identity (e.g., Ålgars et al., 2012) . In addition, trans women may internalise the commonly emphasised message in western culture that thin is beautiful. Thinideal internalisation is defined by the extent to which a person engages in behaviours designed to produce an approximation of these ideals (Thompson & Stice, 2001) .
Additionally, trans women have reported striving for thinness to appear more feminine (Ålgars et al., 2012) , which may suggest that trans women are vulnerable to these cultural messages. In cisgender populations, thin-ideal internalisation is thought to directly foster body dissatisfaction as this ideal is virtually unattainable for most females (e.g., -Craft, 2011; Thompson & Stice, 2001) . Achieving this ideal may be even more unrealistic for trans females as some bodily features cannot be altered medically or physically (i.e., broad shoulders). The male equivalent to drive for thinness is the drive for muscularity (McCreary & Sasse, 2000) . In a cisgender population, appearance comparisons and internalisations are associated with muscularity-orientated body dissatisfaction and risky body change behaviour (Karazsia & Crowther, 2010) . This is evidenced by Goodwin, Haycraft and Meyer (2014) who found that peer and family messages to become more muscular predicted compulsive exercise in teenage boys. In light of the review's findings and previous literature, clinicians working with trans people must be mindful that body dissatisfaction may be driven by gender dysphoria and also by culturally emphasised genderspecific ideals (which are probably unattainable) in order to achieve a more feminine or masculine body shape, depending on their gender identity.
Fitzsimmons
This review also found that gender dysphoria treatment is capable of increasing body satisfaction (e.g., De Vries et al., 2014) . This increase in body satisfaction is thought to be a result of sex-specific body parts becoming more congruent with gender identity (e.g., De
Vries et al., 2014). However, interestingly, Becker et al. (2015) found trans males were dissatisfied with all female body parts (not just sex-specific) and therefore concluded that body image concerns in trans people should not be reduced to sex-specific body parts. This finding can be explained by the fact that not all body parts associated with natal females (e.g., curvaceous hips) and natal males (e.g., large hands) can be modified through body changing behaviours (i.e., surgery or exercise). In light of the review's findings and previous literature, it seems appropriate for clinicians to continue to monitor body dissatisfaction and utilise gender dysphoria treatments. At the same time, clinicians working with trans people should take a more holistic stance on body image. Rather than only focusing on improving satisfaction with sex-specific body parts through medical intervention, the psychological and social aspects of body image should be addressed (i.e., challenging negative thought processes about the body, positive re-framing of aspects that cannot be changed and challenging perceived negative reactions from society). For example, Cognitive Behavioural Therapy programmes targeted at US college women have been found to increase affective body image and decrease maladaptive body image cognitions (Butters & Cash, 1987) . At the same time, future research would benefit from taking a more holistic approach when measuring body image, instead of focusing on satisfaction with sex-specific body parts.
This review found that trans people engage in disordered eating (e.g., Khoosal et al., 2009 ).
Only one study by Ålgars et al. (2012) explored why trans people may engage in this behaviour and found that trans people are motivated to engage in disordered eating to suppress features of their natal gender and accentuate features of their gender identity; thus they are motivated by their body dissatisfaction. This is a finding that has been replicated within cisgender populations; Stice and Shaw (2002) suggested that body dissatisfaction is the main contributor towards the onset and maintenance of an eating disorder. Within cisgender populations there are thought to be several moderating factors that influence the relationship between body dissatisfaction and eating disorders. McLean, Paxton and Wetheim (2010), for example, found that women were more likely to suffer from an eating disorder if they had a higher body mass index, if they placed high importance on their appearance, and if they had lower cognitive reappraisal and self-care scores. More recently, Machado et al. (2014) found perfectionism and a family history of an eating disorder to be prevalent in individuals who develop Anorexia Nervosa. Fortunately, the evidence from this current review suggests that disordered eating in trans people does not appear to be clinically significant (e.g., Witcomb et al., 2015) . Perhaps in a trans population, body dissatisfaction does not manifest into an eating disorder since trans people are dissatisfied with aspects of their body (i.e., hands) that cannot be modified through diet restriction .
It may also be that as body dissatisfaction improves with CHT and SRS (e.g., De Vries et al., 2014) , disordered eating decreases, given that body dissatisfaction is thought to manifest disordered eating (Ålgars et al., 2012) . In relation to clinical implications, clinicians working with trans people should be aware that disordered eating may be present. If this is the case, clinicians should work with the trans person to ascertain why the individual may be engaging in this disordered behaviour. This will help inform clinical choices regarding how best to address this disordered behaviour. Clinicians working in other areas should also be mindful that patients, both those identifying as trans and those yet to explore their gender identity, may present with disordered eating as a consequence of their gender dysphoria. In addition to this, more empirical research needs to explore why trans people may be at risk for disordered eating as there is currently only one study by Ålgars et al. (2012) that has explored potential explanations. Researchers should also explore bodily (dis)satisfaction with regard to body parts that cannot be modified through medical intervention (i.e., hands or feet). This in turn would enable a better understanding of body image in trans people which would inform clinical practice.
Despite these important findings, the review was limited by the methodological quality of studies considered within it. With regard to body dissatisfaction, numerous different measures were used to assess this construct. Even though interesting and varied findings have been produced from such studies, the lack of consistency means it is hard to make cross-study comparisons. The content of the measures employed to explore body image, disordered eating and gender dysphoria was also varied and sometimes limited. For instance, BIS (the most commonly employed body image measure) only taps into the cognitive dimension of body image and fails to recognise the attitudinal, perceptual, or behavioural dimensions.
Therefore, this measure is unlikely to provide a comprehensive understanding of body image.
The field would benefit from consolidating the most useful components of existing measures to develop a comprehensive and validated measure that taps all dimensions of body image.
While cross-sectional research has identified an association between gender dysphoria, body image (e.g., Kozee, Tylka, & Bauerband, 2012) and disordered eating (e.g., Ålgars et al., 2010) , there is a lack of longitudinal research within the field. This is problematic as how body dissatisfaction and disordered eating change over time (i.e., during the treatment programme) is poorly understood. Studies also typically employed a small sample of trans people who did not always have a clinical diagnosis of Gender Dysphoria in accordance with the ICD or DSM. This prevents the generalisability of such findings to those who have an official diagnosis. In addition to the research areas' methodological limitations, the current systematic review also has some limitations which should be considered. This review only considered papers as being eligible for inclusion if they were written in English, Spanish or Dutch and therefore papers that may have been relevant but were written in other languages were not reviewed. This review also excluded studies that explored body image and/or disordered eating in intersex people and therefore the findings of this review cannot be generalised to this population.
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Conclusion
This systematic review has highlighted how body dissatisfaction is core to the distress of trans people which may put some people at risk for disordered eating. To enhance our understanding of body image and disordered eating in trans people, more methodologically robust research needs to be conducted (e.g., larger sample sizes, longitudinal designs). As a consequence, it is hoped that a more advanced empirical knowledgebase will be established, which in turn will inform clinical practice.
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